grade 0 on the left side at all joints and grade 3 to 4 in the right lower limb. Deep tendon jerks were exaggerated and plantars were extensor bilaterally. Sensations were diminished up to D6 level. Plain X-ray of the thoracic spine was normal. MRI revealed a well-delineated lesion, hypointense on T1WI, and hyperintense on T2WI [ Figure 1 ]. Thoracic laminectomy was performed and per-operatively the lesion was found to be totally cystic and attached to the filament of the D4 dorsal root [ Figure 2 ]. The cyst contained xanthochromic fluid and it was excised in toto. The patient recovered completely and has no clinical evidence of recurrence over the last 2 years and 9 months of follow-up. Histopathological examination revealed the lesion to be a cystic schwannoma [ Figure 3 ].
Introduction
Schwannoma is a benign slow-growing encapsulated tumor that arises from myelinated nerve sheath. Total cystic change is rare in these tumors. Schwannomas are the most common benign intradural-extramedullary spinal tumors arising from the sheaths of the spinal roots. Most spinal schwannomas are solitary and solid and some present with a dumbbell shape. The lumbar region is the commonest site for the occurrence of spinal schwannomas. Although schwannomas located in the thoracic region are not rare, totally cystic schwannomas in this region are very rare and hence the present case is being reported.
Case Report
A 60-year-old male was admitted with backache radiating along the chest wall and weakness of both lower limbs of 8-month duration. Weakness initially involved the left lower limb and then progressed to involve the right lower limb. Urinary dribbling was present for the last two months. On examination, he had spastic paraparesis with power being review of literature, we could find only two totally cystic schwannomas of the thoracic region reported in the English language. First being by Shen et al., in 1992 and second by Karatas et al., in 2007 . [2, 8] Schwannomas arise from the embryonic neural crest cells of the nerve sheaths of peripheral and cranial nerves. Schwannomas and neurofibromas account for 30% of all intra-spinal masses. [9] Spinal schwannomas are well-delineated intradural or extradural lesion or intra-extradural and rarely intramedullary. These tumors have a predilection for lumbar, lower cervical and thoracolumbar junction and upper thoracic location is less common as was seen in our case as well. [10] Schwannoma may become symptomatic at any age, but peak incidence is between fourth and fifth decades. [1, 9, 10] Clinical symptoms are usually due to compression of the spinal cord or roots. Local pain, paraesthesia, numbness and motor weakness may be present. Tumors arising in the cauda and cervical region can become larger than those at thoracic region because of spacious canal at these levels.
MRI is the mainstay of diagnosis. Schwannomas generally have low to intermediate signal intensity on T1WI. On T2-weighted images, they may be heterogeneous with focal areas of hyperintensity, which indicates cyst within the tumor. Totally cystic tumor as seen in our case is hypointense on T1 and hyperintense on T2-weighted images and has to be differentiated from Tarlov cyst, arachnoid cyst, neurenteric cyst, epidermoid cyst, and cystic teratoma. [11] [12] [13] Cystic schwannoma have a well-enhancing wall compared to other cystic lesions mentioned above that usually lack this structure. [11] Epidermoids are slightly hypointense to CSF on T1W images and hyperintense on T2W images. Dermoid cysts may have associated sinus tract and hyperintense areas on T1W and T2W images due to fat. Neurenteric cysts extend through long levels and are usually located anterior to the cord. Teratomas are usually mixed intensity lesions. Definitive diagnosis is based on histopathology. Schwannomas consist of spindle-shaped cells with pale eosinophilic cytoplasm. Cells are arranged in compact fashion in Antoni A type and loosely arranged in Antony B type. In our case, the patient had brought the MRI from outside without contrast injection. Repeat MRI with contrast was not asked for in this hospital considering the cost factor. Treatment consists of radical excision.
In our case, complete excision was easily possible by separating it from the filament of the posterior root from which it was arising and the patient has had no recurrence in the last 2 years and 9 months.
Cystic changes in schwannomas have been attributed to degeneration of Antoni B portion of a neurinoma or ischemic necrosis caused by tumor growth resulting in cyst formation. [1] 
Conclusion
Intradural extramedullary cystic schwannoma should be considered in the differential diagnosis of any cystic mass. The lesion should be excised completely to avoid recurrence of the tumor. The rootlets to which it is attached may be sacrificed in the thoracic region as it does not lead to any deficit because of overlapping of the skin supplied by the adjacent roots.
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